Introduction
Since Buerger originally described the clinicopathological disorder that bears his name,' considerable doubt has been cast on its existence as a disease separate from early-onset atherosclerosis of a peripheral distribution.2 3 Support for its existence as a separate disease has been given, however, by clinical, epidemiological, and arteriographic studies.4-8 As the disease is more common in certain ethnic groups9 10 and within families,"1-'4 we investigated the histocompatibility types of all patients reported to us as having Buerger's disease on Merseyside.
Patients and methods
In response to a letter written to consultants with an interest in peripheral vascular disease 28 patients with Buerger 
Results
Ten of the 28 patients referred with presumed Buerger's disease were excluded because they did not fulfill the necessary diagnostic criteria. Of the remaining 18 patients 14 had confirmatory findings on arteriography. All were Caucasian unrelated men, and the mean age of onset of the disease was 33-2 + 10-8 years. All were cigarette smokers, smoking on average 36 + 10 cigarettes a day. The distribution of histocompatibility antigens in this group and in the two control groups is shown in the table. The incidence of HLA-A9 and HLA-B5 was much greater among those with Buerger's disease than in the controls (P < 0-001). HLA-A9 and HLA-B5 occurred together in seven (39%o) of the 18 patients with Buerger's disease but in only nine
(1-5%) of the 616 healthy controls.
Discussion
Several diseases have now been reported to show HLA associations. 16 Ohtawa et al7 first noted an increase in the incidence of HLA-A9, BW10, and a Japanese specific antigen (J-1-1) together with an absence of HLA-B12 in Japanese patients thought to be suffering from Buerger's disease. HLA-B5 was found in 43% of their patients with the disease, but the difference between this and the 30°'/ incidence found in their relatively small control group was not significant. In contrast, HLA-B5 in the Merseyside control population was rare (6%/). We also found that HLA-B12 was absent from our patients compared with a 30% incidence among controls.
We have shown a significantly increased incidence of HLA-A9 and HLA-B5 antigens in patients who fulfilled strict clinical and arteriographic criteria for the diagnosis of Buerger's disease.
This finding supports the concept that Buerger's disease is a distinct clinicopathological condition separate from early-onset atherosclerosis. While the aetiology of Buerger's disease remains obscure, the published reports indicate that patients are inveterate cigarette smokers.'8 As the relative risk of patients with HLA-B5 antigen developing the disease is 78-2, one might speculate the exposure of this phenotype to tobacco is the precipitating factor in the pathogenesis of this disorder.
Introduction
Removing hair from the operative site is a time-honoured preoperative exercise. But if shaving is performed more than a few hours before operation the minor abrasions produced provide a good culture medium, with the subsequent risk of wound infection.1-3 It has therefore been suggested that immediate preoperative shaving-that is, after anaesthesia has been induced-should be performed. Although this may be surgically desirable it is obviously not possible in busy surgical units. An alternative to shaving is the use of a depilatory agent. Such substances are widely available for cosmetic use but are not commonly used in surgical practice.
We evaluated one preparation (Ipso) and compared it with conventional shaving. After establishing that the depilatory cream was non-irritant and did not support bacterial growth,
